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Appendix

Appendix 6

Completed Sample Wisconsin Medicaid Adjustment Request Form

I. M. Billing 8   7   6   5  4   3   2  1

2    0   9    8    9    9    1   2    3    5    5    5    5    5   0 1     2     3     4    5    6    7    8     9   0

   MMDDYY       1   7       58600      WP            XX.XX    8.0            12345678

MMDDYY Recipient, Im A.

X

X

Please change the quantity from 8.0 units to 9.0 and reprocess for payment.
 Thank you.

I. M. Provider   MMDDYY


